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 W 000 INITIAL COMMENTS  W 000

This Statement of Deficiencies was generated as 

a result of complaint investigation conducted in 

your facility on 6/24/09, in accordance with 

Nevada Administrative Code, Chapter 449, 

Intermediate Care Facilities.

Complaint #NV00022173 was substantiated with 

deficiencies cited (See Tags W104, W108 and 

W155).

A Plan of Correction (POC) must be submitted.  

The POC must relate to the care of all patients 

and prevent such occurrences in the future.  The 

intended completion dates and mechanism(s) 

established to assure ongoing compliance must 

be included.

Monitoring visits may be imposed to ensure 

on-going compliance with regulatory 

requirements.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

 W 104

SS=H
449.692 SANITARY REQUIREMENTS

4.  Cleaning of the premises and  

equipment must be performed as needed  

to protect the health of the residents  

and staff.  The facility must have the  

necessary cleaning and maintenance  

equipment with storage facilities and  

appropriate procedures for regular  

cleaning and routine maintenance as  

evidenced by a clean establishment  

 W 104

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 W 104Continued From page 1 W 104

maintained and in good repair.   

Cleaning equipment, cleaning agents,  

aerosol cans and other hazardous  

chemical agents must be stored in  

areas separate from clean linen, food  

and other supplies and be inaccessible  

to residents.  Dirty linen storage  

must be separate from the storage of  

clean linen, food and other supplies.   

Items for personal use, such as combs,  

toothbrushes, towels, bar soap and  

other similar items, must not be used  

in common.

This Regulation  is not met as evidenced by:

Based on observation and interview, the facility 

failed to maintain a sanitary environment for 

residents in the facility as follows:

a.  The floors within the building, including the 

residents' rooms, were sticky and with brown 

stains.

b.  Dead roaches were observed in the hallways 

and one big roach crawled by the nurses' station.

c.  Multiple flies were observed within the 

hallways and the residents' rooms.

d.  A pink plastic basin with trash was left on the 

floor in the hallway.

e.  A wash cloth was hanging on the hand rail in 

the 400 hall.

f.  Gloves were observed on the floor in multiple 

hallways.

g.  Ketchup, salt and pepper packets were seen 

on the floor.

h.  A soiled brief in a clear plastic bag was found 

on the floor by the entrance to a resident's room.  

i.  Interviews with six  residents revealed that it 

was "normal" to find flies and roaches within the 

building.  

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 W 104Continued From page 2 W 104

The facility was cited for environmental concerns 

at the annual recertification surveys conducted on 

9/19/08 and in 2007.  This deficiency was also 

cited as a result of an earlier complaint 

investigation conducted on 6/1/09.

Severity 3 Scope  2

 W 108

SS=D
449.695 LAUNDRY REQUIREMENTS

3.  All soiled linen must be collected  

and transported to the laundry in  

washable containers in a sanitary  

manner.  Soiled laundry must not be  

transported through areas used for  

preparing or serving food.  Soiled  

linen must be handled and stored in  

such a manner as to prevent  

contamination of clean linen.  A  

secure area must be provided for the  

storage of laundry supplies.

This Regulation  is not met as evidenced by:

 W 108

Based on observation and interview, the facility 

failed to collect and transport soiled linen to 

prevent contamination of clean linen by folding 

and placing a bed cover with smears of feces on 

a resident's bed. 

Severity  2  Scope  1

 W 155

SS=D
449.719 HEALTH SERVICES

Section 40

1.  A facility must provide health  

services which assure that each  

resident receives treatments,  

medications, diets and other health  

services as prescribed and planned,  

all hours of each day.

 W 155

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 W 155Continued From page 3 W 155

This Regulation  is not met as evidenced by:

Based on record review and interview, the facility 

failed obtain a stool sampled to test for 

Clostridium difficile in accordance with a 

physician's order for 1 of 6 residents. (Resident 

#3)

Severity 2  Scope 1

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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